Discussion
Seven cases of dapsone-induced peripheral neuropathy have been described (Saqueton et al. 1969 , Rapoport & Guss 1972 , Wyatt & Stevens 1972 , Hubler & Solomon 1972 . The neuropathy may be sensory, motor or more commonly mixed, and affects the arms, legs or both. Nerve conduction studies suggest that the pathogenesis arises from axonal degeneration. Recovery occurred in all cases within sixteen months. The conditions for which dapsone was prescribed included pyoderma gangrenosum, acne conglobata, herpes gestationis and dermatitis herpetiformis (Wyatt & Stevens 1972 , Hubler & Solomon 1972 but the peripheral neuropathy in our patient differs from those previously described in that it occurred after eighteen years of dapsone ingestion.
It was felt that the patient might have a peripheral neuropathy secondary to an underlying reticulosis of his small bowel as is known to occur in gluten sensitivity (Gough et al. 1962 ).
According to Fry et al. (1972) 95% of patients with dermatitis herpetiformis have increased intraepithelial lymphocytes of the small intestinal mucosa, and 1 of the 2 patients in their series who had low intraepithelial lymphocyte counts developed a reticulum cell sarcoma of the small intestine (Goodwin & Fry 1973) . The other patient is the one described in this report and a low lymphocyte count in gluten sensitive enteropathy could be a marker of underlying neoplasia. However, investigations have not revealed malignant disease in this patient. Dr E Wyaft: It might appear strange that a drug which has been widely used for more than twenty yeats has only lately been suggested as a cause of peripheral neuropathy A possible explanation is that a large proportion of the dapsone marketed has been used in the treatment of leprosy where peripheral neuropathy is part of the natural history of the disease and thus dapsone induced neuropathy may well have gone unrecognized.
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Dr R E Bowers: Do we have any information about his alcohol consumption ?
Dr du Viier: It is not thought to be excessive.
Papillon LeFevre Syndrome Anthony du Vivier MRcp (for L Fry MD MRcP) (Paddington Green Children's Hospital, London W2) K S, girl aged 2 years 8 months History: Full-term normal delivery. Noted at birth to have a dry skin. At 7 months a widespread erythematous eruption developed, thought to be seborrhceic dermatitis. This cleared after one week but the palms and soles were then found to be hyperkeratotic. At one year the patient's father remarked that she appeared to salivate excessively, that her breath was fetid and her gums were red, shiny and spongy. Recently she has been found to sweat less than normal.
Family history: Her father is from Saudi Arabia and his wife is his first cousin. Their two other children are unaffected and there is no family history ofthis condition.
Dermatological findings: Well demarcated diffuse hyperkeratosis of the palms and soles. Hyperkeratosis of the knees. Extensive although patchy ichthyosis. Thickened toe nails but finger nails essentially normal. Several warty excrescences on hands, ankles and knees.
Dental findings (Professor G B Winter):
The gingiva is exceedingly red and shiny, with excessive bleeding on palpation. 1-2 mm of gingival recession is present on the labial aspect of A A, with minimal pocketing between BAIAB. Several deciduous incisors are slightly mobile. Radiographs show 2 to be missing. 123 Immunological studies (Professor T Lehner): Lymphocyte transformation tests show a normal response to phytohemagglutinin and candida but a negative response to PPD, Veillonella alcalescens and Actinomyces viscosus; macrophage migration inhibition tests to Veillonella alcalescens show a positive response. These results are consistent with findings in cases ofjuvenile periodontitis.
Periodontal destruction in this syndrome results in the loss of most of the deciduous teeth by the age of 4 years. With the eruption of the permanent dentition the process is repeated. Permanent hypodontia as seen in this case has never been described in association with the Papillon LeFevre syndrome and may be due to another genetic abnormality. Fasting serum cholesterol 234, low density lipoproteins 470, and triglycerides 129 mg/100 ml, all normal values. Fasting lipoprotein electrophoretic strip normal. X-rays of skull, chest, femora and humeri normal. Electrocardiograph normal. Urine specific gravity 1.020; he was able to concentrate his urine after 10i hours of water deprivation from an osmolality of 827 to 909 mosmol/kg (normal). The histology (Fig 3) of one of the skin lesions was reported (Dr A Jarrett) as showing numerous foamy histiocytes and giant cells in the most superficial dermis. There were also a number of plasma cells and histiocytes mainly around blood vessels. 
